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Tips and Tricks (¥)

Recovery Plan of Care-Outpatient

From the Home Screen, search for and select the client. With the client selected, enter Recovery in the
Search Forms box. Double-click to select the Recovery Plan of Care Outpatient.

Informed Consent for Partidpation in Recovery ... Avatar PM / Client Management / Episode Management
CARS Individual Recovery Plan Report Avatar PM / BHD Reports
| Coming/Overdue Crisis or Recovery Plan Avatar PM [ Reports
|| Open Episodes w/ No Recovery Plan (CCS) Avatar PM [ Reports
Open Episodes w/ No CrissRecovery Plan Avatar PM / Reports
Indvidual Recovery Plan Avatar CWS / Assessments / User Defined Assessments / Miwauke. ..
|| CARS Individual Recovery Plan Rpt (OLD) Avatar CWS [ Assessments | User Defined Assessments [/ Miwauke. ..
= = i lanlistm i - Sadned ts
l;go:nl(lenb Recovery Plan of Care Outpatient Avatar CWS / Treatment Planning
Y T L aas
% Recovery Plan of Care Day Treatment Avatar CWS / Treatment Planning
al
| chvmazs | Hovegh 1ot 1 [ Moo ]
@ [ R

For a new client/plan, the form opens upon selecting the form (above). If the episode pre-display screen
opens, select the appropriate episode of care and click OK.

Note- If the client has a previous Recovery Plan, a series of screens are presented that allow you to pull
information forward from previous plans as needed. Follow the steps below to pull information forward from
previous plans.

I. Select the appropriate episode and click OK. 2. Select Add.
ﬁﬂmwﬂinﬁ(lmmtb

b
Sex: e
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=
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3. Select Yes to pull forward. 4. From the drop-down list, select the plan episode
that you want to pull information from.

Default From Previous

Do you want to default plan information from a previously entered plan? —
ﬂ E—— ‘ﬂﬂ

5. Enter the data entry date. 6. Select Yes to pull information forward.

myAvatar 2018 - Plan Date x

Please Enter Data Entry Date
r—

08/26/2019| “ Are you sure you want to default information from this plan?

Em —m— | ——

The form opens in Draft status. Please ensure that your department guidelines are being
followed when completing this Recovery Plan of Care

Red, required fields must be completed before the form can be finalized. Items in black are not mandatory to
complete. However, always check with your Supervisor for individual program requirements.

|. Data Entry Date: this is pre-populated with the date you open the form.

2. Plan Start Date: mandatory field- the date the Recovery Plan actually starts.

3. Plan End Date: set this date for 6 months after the Plan Start Date.

4. Plan Type: mandatory field- choices are Scheduled or Update. Generally choose Scheduled (3, 6,
|2 month) recovery plan. Choose update to make plan changes (change the plan start date but
leave the plan plan end date).

5. Last Updated By: this is pre-populated with your name.

Last Updated: this is pre-populated with the data entry date.

7. Treatment Plan Status: mandatory field- should be Draft while making edits. Electronic
signatures cannot be obtained until the Status is listed as Final.

o

s Recovery Plan of Care Ou.|

Data Entry Date

Plan Type o

-i Recovery Plan of Care Outpatient » a

RECOVERY PLAN OF CARE ., |
TP CONCERNS . 08/26/2019 Scheduled -
Click this icon PLAN PARTICIPANTS Plan Start Date &) Last Updated By
to Save the | cmreur e o =
Form as a 08/28/2019 i l. ,Y,,‘ z’ Susanne Morrs (Avatar User Experien

Favorite LastUpdatad

08/27/2019 ﬂ

s 0 Plan End Date &Treatment Plan Status

o 4
Ul S wpg0 B v (v o . mb Final
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Concerns

Select each concern (problem) listed that should be included in the plan. Every concern you select will appear
when the plan is launched. You must have at least one intervention for each concern included in the plan.
(*See below for additional information on this section.)

Indude in Problem

this plan? -
2 — IS pecify Other (Other) Ricky woul...

* The ‘Concerns’ section is populated from the Avatar Problem List. Additional concerns/problems can be
added using the forms/steps below.

I. Complete the Diagnosis Form and select Yes, to ‘Add to Problem List’ at the bottom of the form.
2. Comeplete the Problem List Form.

3. Add a new row to the grid in the Concerns section.

To add a new row to the grid, use the steps below:

I. Select New Row.

2. Problem- mandatory field- click in the Problem field and enter a problem/diagnosis. Click Enter-.

3. In the Search Results box scroll down to find the appropriate problem. Click Select.

4. Other- if you can’t find a specific type of problem, use Specify Other for the Problem in #2 and enter a
description in the Other text box. Click Ok.

5. Type- select the type of problem, Primary or Secondary. This is not required, but is populated when
completing the Diagnosis Form in Avatar.

¥  CONCERNS

this plan? - - Identified Onset
LJ edify ) D, ry... 08/01/1¢
) i pul...

Specify Other (Other) for ... Secondary...

Specify Other (Other) ul... 08/01/1¢

Schizophrenia (SNOMED-58214004) 03/08/2C

Problem search results Other

[ Wewrow ) oeleteron ||| Pescrintion Delete Row
psychosis (SNOMED-191447007)
sis (SNOMED-191483003)
¥ PLAN P ANTS (SNOMED-473452003) TS
osis (SNOMED-18250003)

Enter a description here.|
s (SNOMED-5464005)

o . Rickey 5t
L Client (004) /C... GILBERT,PHYLE... GILBERTPH| M‘

6. Date identified- indicate the date the problem was identified, as needed.

7. Date of Onset- mandatory field- indicate when the problem started. If the onset date is unknown,
use the episode admission date.

8. Status- mandatory field- select an appropriate value from the drop-down list and click Select. Usually
this is set to Active. If you Resolve a problem, indicate the date in column 9.

9. Date Resolved- enter the date the problem is identified as resolved. (See #8 above)
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10. Action- for all Active problems, enter ‘Treating’ in this field. For other problems not included in the
plan, enter a reason why the problem is not included in the plan.

I 1. Problem Information- this is an embedded link to Medline Plus, a website for additional health
information.
Note- once you've completed the new row, be sure to go back and check, Include in this plan?, if
this concern will be addressed in the plan.

¥ CONCERNS

ﬁ
Identified Onset Resol Ived the: Infc ormat

0&/01{1991 Achve (A)
03/08/2018 Active (A) ..
10/01/2019 [ |

41
Status search results:
| New Row || Delete Row |
“|| | Code Description
A Active
¥  PLAN PARTICIPANTS NTSTTRVOID Auto Delete From Treatment Plan
D Discharged
E Inactive
L Client (004) e e [ o]
B

Plan Participants- use this section to select all members participating in the plan, including the client. Click
New Row/Delete Row as needed to add or delete plan participants.

V\ew

I. Role- mandatory field- the role of the participant (i.e. Case Manager).

2. Staff ID- depending on which role you chose, this field will either be required, or not. If you chose a
role that refers to a person who has access to Avatar, then this field will be mandatory. When you
start entering a name, (press tab), the provider’s name will appear for you to choose it. If you've
chosen a role that does not have access to Avatar, then you cannot type in this field. *(Ext) will jump
to Participant name.

3. Participant Name- will pre-populate if Staff ID was entered. If you were not able to choose a Staff
ID, then you will need to enter the participant name in the text box.

4. Plan Author- mandatory field - there can only be one Plan Author. This yes or no field answers the
question, “Is the person in this role the Plan Author” (person completing the RPOC)?

5. Notification- mandatory field — This yes or no field answers the question, “Is the person in this role a
team member with access to Avatar that will review the plan at the next review date’?
Note- See notification workfow at the end of this section.

6. Attended Plan Conference- this is generally set to yes for each plan participant.

7. Signature- all non-Avatar users will sign using the electronic signature pad. Members of the team will
electronically approve, but only after the plan has been designated as final.

8. Declined to Sign- only check this box on the consumers row and only if the consumer declined to
sign.

9. Signed on Paper- last resort option if signature pad is not working. If used, the signature/plan will
need to be scanned into Avatar.

¥ PLAN PARTICIPANTS

1 CaseManager/C.., MORRIS,SU.. M

Highlight a row Click the
and click here to arrow to
(CTEERED] undock and
participant. redock this
section.
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Notification Workflow (5) above

Each plan participant marked Yes in the ‘Notification’ section will receive a message on the ‘My To Do’s’
widget 30 days prior to the next review date. This is a reminder to the recipient that the plan needs to be
reviewed and updated in the next month.

I. The reminder will appear on the To Do widget and indicate the date the RPOC is due for review.

2. Clicking on the link in the Forms column will open the RPOC form; however, the form can only be
reviewed as it is in Final status.

3. To review the To Do item, click the link in the Action column. A Review ToDo Item box opens for
further actions (see step 4 for details).

B Hv1nnn‘s| All (13) I BN )]

Comments Note-to-F

Review To Do Item Individual Progress MNote 03/27/2019 Susanne ... Review Draft Progress Note For Episode 4

Review To Do Item Individual Progress Note 04/03/2019 Patricia V... total time not noted

Review To Do Item Individual Progress Mote 05/01/2019 Susanne ... Review Draft Progress Note For Episode 3 Click icon for a

Review To Do Item Recovery Plan of Care Quipatient  06/25/2019 TEMPORA...  Recovery Plan of Care Outpatient " Is Due For Review On 07/230®1F] [ /Y =0/ Xe13

Review To Do Item Recovery Plan of Care Outpatient 08/02/2019 Susanne ... Draft Recovery Plan of Care Outpatient " For Reviewing Details for

Review Ta Do Item Individual Progress Note 08/06/2019 Susamne ... Review Draft Crisis Mobile Team For Episode 3 selected row.

Review To Do Item Individual Progress Note 08/06/2019 Susanne ... Review Draft Psychiatric/Psychological Assessment For Episode

Review To Do Item Individual Progress Mote 08/06/2019 Susanne ... Review Draft Psychiatric/Psychological Assessment For Episode 1

Review To Do Item Individual Progress Note 08/08/2019 Susanne ... Review Draft Progress Note For Episode 3

Review To Do Item Individual Progress Mote 08/08/2019 Susanne ... Review Draft Progress Note For Episode 1

Review To Do Item Crisis Progress MNote 08/13/2019 Susanne ... Review Draft Progress Note For Episode 2

Review To Do Item Recovery Plan of Care Qutpatient 09/12/2019 TEMPORA...  Recovery Plan of Care Qutpatient " Is Due For Review On 03/10/2019 o
W l Recovery Plan of Care Dumuentl 09/12/2019 TEMPORA... very Plan of Care ent " Is Due For Review

4. A summary of the ToDo displays. To view a detailed report of the RPOC, click View Detail.

5. To mark the item as reviewed and delete it from the ‘My To Do’s’ widget, select the Reviewed box
and click Submit. Use caution as this action permanently deletes the message.

6. If you'd like to keep the reminder on your ‘My ToDo’s’ widget, click the red X to exit the form.

Ea
(oo gy
2 Review To Do Ite: ]
[ @ m To Do Information
Date Sent : 09/12/201% AF
Time Sent : 10:20 &AM =]
= Sent By : TEMPORARY SYSTEM ADMINISTRATOR
Fert oprion : Recovery Plan of Cars Cutpatisnt
j » Recovery Plan of Care Outpatient '' Is Due For Review On 10/12/201%

L

©

~Set To Do Item to Reviewed

Online Documentation __ Reviewed e

View Detail |
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Client Input- Fill out all appropriate sections as defined below.

|. Date the service planning process was explained to the consumer and, if appropriate, a legal
representative or family member. This is a CCS requirement. The date listed here will have a case note
to further explain. For TCM, this could meet Targeted Case Management medicaid handbook’s
requirement of documentation that the consumer has participated in the development of the the plan.
The consumer’s signature meets the requirement of the consumer agreeing to the treatment and
service goals.

2. Launch Plan- When all information is complete, click Launch Plan. Selecting this button will bring you
to the concern/goal/objective/intervention section of the Recovery Plan of Care.

¥ CLIENT INPUT
Strengths @

Strengths can be identified as skills, characteristics, attributes, interests, cultural *D"
influences, experiences, activities, environmental factors, natural supports, previous @
successful strategies that lend to success in life and are valued by the consumer. Strengths can

be self-identified or identified by others.

Barriers

Barriers/Needs may include the consumer’s symptoms, behaviors, functional skill deficits, and ‘W
resource needs that have a negative impact on a consumer achieving their life vision. What are a Q
consumer’s challenges/needs because of their mental health and/or drug use? They can be self-
identified or identified by other team members.

Discharge Planning %

Discharge Planning is an interdisciplinary person-centered process which involves the team of "W
formal and informal supports of the individual (including people in the individual's life). It @
is the initiating, coordinating and facilitating actions that occur to execute the discharge

plan based on the person's needs and ongoing assessments throughout a person's inpatient stay

and after discharge or discharge from an outpatient treatment program.

Life Vision &

Life's Vision is the consumer's personal long-term goal. It is an aspirational statement about AW
what the consumer wants to achieve, and their personal vision of how they want their life to Q
look. The life wision should guide the development of the recovery plan of care. The wision

should be written in the consumer's language.

-
Discharge Criteria {2
Discharge Criteria are the agreed upon requirements established by the individual and their ‘W
treatment team to facilitate a safe and successful discharge from the hospital, outpatient @
treatment program or other community based program. Discharge criteria are integrated into the
discharge plan, based on the needs identified through assessment and evaluation.

-
Comments
Additional comments as needed. "W

Launch Plan
- |l |

v

Date the service planning process was explained to the consumer and, if appropriate, a legal representative or family member

lio/o1/2019 o Today | | Yesterday | j
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Launch Plan

Use this section of the plan to address planned goals/objectives/interventions for each Concern/Problem
checked on page | as, Included in the plan.

Concerns

l.
2.

6.

7.
8.
9.

Use the arrows to expand/collapse sections of the page for easier viewing.

Each concern checked (from plan page ) as ‘Included in the Plan’ is listed. Select the first concern
listed.

Problem Code- mandatory field - this pre-populates from plan page |.

Date of Onset- mandatory field - this pre-populates from plan page |I.

Concern- mandatory field - this pre-populates from plan page |, but can be revised. Consider editing
this field to reflect language that is person-centered (i.e., George experiences both positive and
negative symptoms of Schizophrenia including, ......... ) rather then simply defining a person by their
diagnosis.

Date Opened- mandatory field — (Start Date) should correspond to the first time this specific
concern is listed in the Recovery Plan.

Staff Assigning- this is the plan author.

Other - list other problem related information. This is grayed out when problem code pre-populates.
Status (Problem List) - mandatory field - this pre-populates from page |.

10. Status — mandatory field — Active or Resolved. The problem should be Active until it is completed and

then select Resolved. Once the problem is Resolved, all related interventions should be removed and
enter the date the problem was resolved in, Date Closed.

(Predefined is not used and will always be checked no. Staff Responsible and date due are not
mandatory. Check with your Supervisor for individual program guidelines.)

I 1. Add New Goal — with the Concern selected (highlighted) click Add New Goal.

Recovery Plan of Care Outpatient » E

{|l> ™ Recovery Plan of Care Outpatient: TERRELL WIGGINS

»

Age Group Gender =
Selected Programs v 18 Objective
v ve>
v ion

siters

BHD Is not e e
currently using the 2

Library and Filters
functionality.

Date of Onset ° 4 Status (Problem List)
04/25/2018 "800
g e

~Date Opened 10
07/24/2019 e} Active
~Staft Assioring Staff Responsile
SUSANE MORRIS (010684) o 2 2

Date Closed Date Due

Yoo

Predefined
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Add New Goal

I. Goal- mandatory field- enter the consumer’s goal here.

2. Date Opened (Start Date)- mandatory field- enter the date the goal started.

3. Status- mandatory field- select Active or Resolved. Leave the goal Active until it is completed and then
choose Resolved. Once the goal is Resolved, it should not have any active objectives/interventions. Enter
the date the goal was resolved in, Date Closed. (Predefined is not used and will always be checked no.
Staff Responsible and date due are not mandatory. Check with your Supervisor for individual program
guidelines.)

4. Add New Objective- another goal for this concern can be added by clicking , Add New Goal. When the
goal section is complete, click Add New Objective.

B e ) e T
e [T I K

Goal related to concern o

~Date Opened Staus
10/03/2018 = @8

Date Dus Date Closed
=
Staff Assigning Staff Responsible

MORRIS, SUSANNE a8 a8

Predefined
.

Add New Objective

|. Objective- mandatory field- enter the consumer’s objective related to the goal.

2. Date Opened (Start Date)- mandatory field- enter the date the objective started. It needs to match the
‘start date’ or ‘updated date’ of the plan.

3. Status- mandatory field- select Active or Resolved. Leave the objective Active until it is completed and
then choose Resolved. Once the goal is Resolved, it should not have any active objectives/interventions.
Enter the date the objective was resolved in, Date Closed. (Predefined is not used and will always be
checked no. Staff Responsible and date due are not mandatory. Check with your Supervisor for individual
program guidelines.)

4. Add New Intervention- another objective for this concern/goal can be added by clicking , Add New
Objective. When the objective section is complete, click Add New Intervention.

Last Modified 11/1/19 8 Avatar Outpatient



_ _ Add New Objective Add New Intervention Delete Selected Item
- -

Objective o
Ohbjective related to goal. o m

|~ Date Opened Status
10/03/2019 = B8

- Staff Assigning - Date Due
MORRIS, SUSANNE =] = B8
- Date Closed - 5taff Responsible
3 n n a

- Predefined
.

Add New Intervention

v

Intervention- mandatory field- enter the planned intervention related to the goal/objective.

Date Opened (Start Date)- mandatory field- enter the date the intervention started. It needs to match
the ‘start date’ or ‘updated date’ of the plan.

Status- mandatory field- select Active or Resolved. Leave the intervention Active until it is completed and
then choose Resolved. Enter the date the intervention was resolved in, Date Closed. (Predefined is not
used and will always be checked no. Staff Responsible and date due are not mandatory. Check with your
Supervisor for individual program guidelines.)

Frequency- mandatory field- select how often the intervention will be completed.

Instances- mandatory field- select the appropriate number (elaborates on the frequency).

Payment Source- select the appropriate payment source (if chosen when a subsequent plan is started,
this will pull forward from the initial plan).

Another intervention for this concern/goal/objective can be added by clicking , Add New Intervention.

All Concerns checked on the first page need to be addressed in the plan. Select the next Concern and
repeat previous steps to add goals/objectives/interventions for each concern.

Back to Plan Page- when all concerns have been addressed and the plan is complete, select Back to Plan
Page to finalize the plan.

| |-o-m-m- i disorder with mood |
Intervention

Intervention for the goalobjective. o
~Date Opened - Staff Assigning
10/03/2019 = (7] ] MORRIS, SUSANNE (010884) a
- Staff] bl Status
MORRIS, SUSANNE (010884) E

Responshle Party

Add New Intervention

- Date Closed - Predefined

- Date Due ~Frequency

= @8 e _Daly | Every 12Months | Every3-6Months | Every6Months (®) Monthly | Weeky

- Instances Paymen

_ CCSFunded () Other (®)T-19

J1 @2 U3 U2 Os Us

Exit to Home View
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Finalizing and Routing the Plan- from plan pg.|:

I. Select Final to move the plan to final status. Note #2 below before moving plan to final status.

2. To Do Message- this functionality enables the user to route the plan to another staff member for review
prior to plan finalization. As needed, select the To Do icon and follow the instructions at the end of the
tip sheet before finalizing the plan.

3. Click Submit.

: Recovery Plan of Care Outpatient » E
= Recovery Plan of Care Ou. Data Enfry Date Plan Type
RECOVERY PLAN OF CARE .. -
CONCERNS 08/02/2019 j
PLAN PARTICIPANTS
CLIENT INPUT Plan Start Date Last Updated By
10/04/2019 j Susanne Morris (Avatar User Experien
{——— Lot Ui
| : 10/07/2019 j
S | &
Plan End Date Treatment Plan Status o
04/04/2020 j Draft (®) Final

I. Carefully review the document TIFF image. Use the arrow keys to page forward and backward through
the document.

2. If you find errors or need to add to the document, click Reject. You are returned to the plan. Move the
document back to draft status to make changes/additions.

3. If you are satisfied with the document click Sign and Route/Notify to electronically sign the document and
route it to others for approval/notification. If the document does not require further approval, click Sign.

4. Enter your password and click OK. This serves as your electronic signature.

1
. @-> & | —

d: 10/07/2019 at 04:31 P €DT
rery Dlan af Care fnrnarienr

o ence
r raised me to ba a good pal:Lrer;eln_: violent Lleug:
T |

[. In the ‘Route Document To’ window, search for and select the appropriate Supervisor/Approver required
to sign the plan. Additionally you have the option to route the document as a notification, after the
document is finalized. Click Add.

2. A green check mark confirms your routing preferences. The document will be routed in this order:
Supervisor > Approver(s) > Notify. Note- If the document is routed to a Supervisor for approval,
it will not be routed to other Approver(s) until the Supervisor approves the document.

Documents should not be routed to the same person as an Approver and to Notify.
3. Click Submit.
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- supervisor F— ~addTeam —————————————————— - Supervisor ———————————————— - Add Team —————————————————
DIANA NORTON (010050) a [ ] @] [« ]
FAdd Approver A Stafr to Moty When Final |————— - Add Approver ——————————————— - Add Staff to Notify When Final
LYNN SHAW (003508) 2 2] @] [« ]
=n == =

Final Approver Notify  Title

N Supervisor DIANA NORTON (010030}
L] staff LYNN SHAW (003508)

Approver Final Approver Notify  Title

C B -

What Happens when a Document is Rejected?

If a document is not approved as Final, the Supervisor will reject it and route it back with comments
stating what needs to be added/changed/deleted (intervention not adequate, etc.) These notices are found
in the Comments column of the ‘My To Do’s’ Widget. View these comments directly from the widget and
open the Form by clicking on the form name link in the ‘Form’ column.

(See, Using Document Routed myAvatar Forms- Part |-Routing Documents, tip sheet for more information.)
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To Do Message (from pg. 10)

Create a To Do message to send a Draft Plan to a colleague for Review

Before submitting and routing a final Recovery Plan of Care for approval, create a To Do message to route to
another staff member for review and/or questions. The message appears on the staff member’s To Do list
where they can review the plan, answer questions and return a message to you before finalizing. Leave the
plan in Draft status and:

I. Select Create To Do icon.

2. In the ‘Create To Do’ box enter the last name of the staff member, search for and select staff member.
3. Click Add.

P——r—

= Recovery Plan of Care Ou.
RECOVERY PLAN OF CARE .,
CONCERNS
PLAN PARTICIPANTS
CLIENT INPUT

Awpn -

Data Entry Date
08/02/2019 T Y j

—Plan Start Dat
wpa010 T Vv | 4

Plan End Date
= -
oaf04/2020 T || v | :‘

Plan Type
Scheduled v

Last Updated By
Susanne Morris (Avatar User Experien
~Last Updatad

10/07/2012 T e

~Treatment Plan Status——
(®) Draft _ Final

Staff member’s name appears in the Send To list.
Enter your note in the Note section.
Click Save.

Click Submit

Add

- Select Team

| Send to

~ Note

SUSANNE MORRIS (010884) I

3]
e

I would lice to discuss goal %1 with you
Please revien the goal and contact me as soon as passible.

= e

3

Clear Note

ISUSANNE MORRIS (010884) a

Send to

©

LN N1y
| (%] J| B il

Ll

.

Green check mark

indicates a
message will be
sent.

I. The message is sent to the specified user’s My To Do’s list.

2. Click on the Action column ‘Review To Do Item’ link to review the message.
3. Click on the Form column link to open the RPOC, review, and send a reply back to user.

| MyToDo's new (2) [0

Client

Last Modified I 1/1/19

2

| Review To Do Item |

Recovery Plan of Care Outpatient  10,/07/2019
| Recovery Plan of Care Outpatient |

10/07/2019

Suganne Morri....

Susanne Morri...

Comments

Draft Recovery Plan of Care Outpatient " For Reviewing

1"

T would like to discuss goal #1 with you. Please review th...
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